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The article examines the problem of mentorship and onboarding of nursing assistants in intensive care units, where 
workforce shortages and high levels of professional burnout among healthcare personnel threaten both clinical safety 
and the resilience of health systems. The relevance of the study is determined by the structural increase in demand for 
critical-care bed-days, the limited throughput of training programs, and the need to find organizational solutions capable 
of breaking the vicious circle of shortage — overload — attrition. The work aims to analyze and compare mentorship and 
adaptation models for Certified Nursing Assistants (CNAs) that can enhance task reallocation efficiency and reduce the 
burden on registered nurses in high-complexity clinical zones. The scientific novelty of the study lies in the systematization 
of empirical evidence on preceptorship practices, tiered competency systems, team-based mentorship, and simulation-
oriented programs, with an emphasis on their impact on staff retention, the reduction of medical errors, and resource 
optimization. Findings prove that structured mentorship and multi-level adaptation formats serve not only in filling gaps 
created by inadequate staffing but also change the organizational model of care to deliver improved clinical safety with 
workforce stability. Simulation-based learning, adaptive knowledge-assessment tools, and psychosocial support combine 
to create a holistic educational ecosystem wherein professional competence is matched with emotional resilience. This 
article will be of benefit to the nursing scholar, leaders of clinical departments, and developers of academic programs in 
healthcare.
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Introduction
In the contemporary intensive care unit, every second 
becomes a costly struggle for homeostasis, for it is here that 
the hospital’s heaviest resource load concentrates: less than a 
tenth of the bed stock accounts for a fifth of total expenditures, 
and the forecasted growth in demand for critical-care bed-
days over the next decade is fourteen percent, nearly triple 
the overall increase in hospital occupancy. This dynamism is 
associated with post-pandemic pent-up demand, population 
aging, and increasing complexity of clinical trajectories; 
thus, in the current setup, critical-care nurses are required 
to manage not only high-acuity patients but also complex 
equipment in addition to interdisciplinary decision-making. 
It has transformed their shifts into a marathon with no room 
for mistakes (Sg2 Intelligence, 2025).

The human body does not obey arithmetic; the biological 
cost of sustained tension begins to make itself felt: various 
meta-analytic estimates converge on a figure well above 

half for the proportion of critical-care nurses experiencing 
clinically significant burnout, with the more severe forms 
being recorded in every third nurse (Kerlin et al., 2020). The 
scale of the problem is compounded by structural workforce 
shortages: the World Health Organization notes the need for 
millions of new professionals, while U.S. data project a further 
gap between supply and demand against the backdrop of 
limited training-program capacity (WHO, 2025). At the 
same time, the International Council of Nurses noted that 
worsening the condition of worker well-being has a direct 
effect on treatment results and the economics of health 
systems (ICN, 2025). Therefore, burnout and workforce gaps 
create a vicious circle because scarcity increases workload, 
and increased workload accelerates attrition.

A revised division of labor helps break that loop. Certified 
Nursing Assistants (CNAs) are trained in the basic but 
labor-intensive aspects of care. Much of the procedural 
and preventive work that CNAs can do under training is 
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adjusted to the reality of ICUs; they perform as part of 
our setup. Studies prove that responsibility demarcation 
between team-based mentorship, registered nurses, and 
assistive staff improves communication quality and quickens 
decisions, unlike involving unprepared workers under high 
load, which increases risk with preventable complications 
apparent (Wong et al., 2025). Also, pilot programs in which 
assistants had an extra course available on falls prevention 
and patient monitoring statistically reduced incidents when 
proper mentorship was made available (Kohler et al., 2025). 
Thus, the potential of CNAs lies not merely in substituting 
for missing hands but in creating a new, flexible matrix of 
task allocation in which each operation is performed by a 
practitioner optimally prepared for it. 

Materials and Methodology
The materials and methodology of the study were designed 
with the high complexity of the clinical environment and the 
multifactorial nature of the ICU workforce crisis in mind. 
The empirical base consisted of 23 sources, including meta-
analyses of nurse burnout (Kerlin et al., 2020), reviews of 
workforce shortages at global and regional levels (WHO, 
2025; ICN, 2025), as well as cohort and retrospective studies 
on how labor redistribution affects patient safety (Twigg et 
al., 2016; Wong et al., 2025). Additional consideration was 
given to publications on the adaptation and mentorship 
of junior staff in acute-care settings (Lee et al., 2009; Kim 
& Yang, 2023; Jönsson et al., 2021) and to current data 
on sectoral employment projections (BLS, 2025). This 
combination made it possible to fuse the statistical depth of 
global forecasts with concrete practices for implementing 
CNA training programs.

The theoretical foundation comprised works describing the 
interrelationship between organizational climate, mental 
well-being, and treatment outcomes. The model of systemic 
nurse burnout presented in critical reviews (Kerlin et al., 
2020) was aligned with reports on staffing deficits and the 
global burden on health systems (WHO, 2025; ICN, 2025). 
As key frameworks, we used studies on task redistribution 
across staffing tiers, including works showing reduced 
adverse-event rates when assistants are added to clinical 
teams (Twigg et al., 2016), as well as data on how clearly 
defined responsibility boundaries affect communication and 
team effectiveness (Wong et al., 2025).

Methodologically, the study rested on three sequential steps. 
First, a systematic review was conducted of international and 
national publications on CNA mentorship and onboarding 
in ICU settings, incorporating both quantitative studies 
(cohort, retrospective, quasi-experimental designs) and 
qualitative analyses of participant experience (Li et al., 2023; 
Miller et al., 2024). Second, we carried out a comparative 
study of two adaptation architectures— the preceptorship 
model and a tiered competency system—comparing staff 
retention indicators, error dynamics, and economic effects 
(Lee et al., 2009; Reno & Ward-Smith, 2022; Jönsson et al., 

2021). Third, we applied content analysis to practical cases 
integrating team-based mentorship and simulation-oriented 
training programs, drawing on data from North American 
and European clinics (Pischel & Hercher, 2024; Alharbi et al., 
2024).

Results and Discussion
The Certified Nursing Assistant (CNA) traditionally occupies 
the niche of basic care: observing simple physiologic 
parameters; assisting with hygiene, feeding, repositioning; 
making beds; transferring patients; and replenishing 
supplies. Often, it is the CNA who first notices a behavioral 
change or dyspnea and reports this to a competent staff 
member (Carmack, 2024). According to Figure 1, the most 
significant projected employment growth is expected in the 
combined category of home-care and related aides (16%), 
whereas the specific positions of orderlies and nursing 
assistants are projected to grow modestly (5% and 4%), 
overall comparable to the pace across all occupations (BLS, 
2025).

Fig. 1. Projected Employment Growth Rate - Nursing 
Assistants and Orderlies (BLS, 2025)

This functional invisible mesh effectively supports general 
wards; however, the logic of these duties was shaped around 
long-term care needs and has changed little since minimal 
federal requirements—seventy-five hours of training, of 
which only sixteen are supervised practice under an RN 
(Long Term Care, 2023). While the patient is stable, this 
suffices. Still, as the level of acuity rises, the CNA’s standard 
algorithm begins to creak because the standard curriculum 
does not include handling infusion pumps, preventing 
pressure injuries in sedated patients, early recognition of 
decreased perfusion, or participating in a time-pressured, 
tightly structured interdisciplinary round.

The gap between required and actual competencies is most 
conspicuous in the ICU, where each intervention weighs 
upon a fragile life-support equilibrium. Here, the assistant 
has to do more than turn a patient with multiple drains 
and lines; they also have to check the color of effluent, keep 
an accurate daily fluid balance, recognize sentinel signs of 
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septic shock, and work in tandem during rapid repositioning 
of a patient on ECMO. Meanwhile, a systematic review of 
non-technical training in ICUs found that less than half 
of surveyed institutions provided structured sessions on 
communication and team interaction for junior staff. In 
contrast, the introduction of even a brief course reduced 
information-handoff errors by 27% and correlated with fewer 
adverse events (Pimenta et al., 2025). A qualitative study on 
delegating oral care to ICU patients revealed another frontline: 
55.7% of nurses delegate this procedure to CNAs, yet the 
assistants themselves cite lack of a standardized course and 
insufficient team support as key obstacles (Li et al., 2023). 
Precisely where the risk of ventilator-associated pneumonia 
is maximal, the gap between need and preparation thus 
emerges most sharply.

Empirical data also confirm that CNAs themselves feel this 
gap. In a multicenter analysis encompassing 354 assistants, 
only one in four rated their readiness to work under 
conditions of heightened clinical complexity as high; the 
most frequently cited factors undermining confidence were 
the ICU’s rapid tempo and the absence of a mentor in the 
first weeks (Miller et al., 2024). At the same time, most staff 
(87.1%) name getting to know residents as the chief benefit 
of the job, followed by workplace safety (55.7%) and no 
commuting (47.4%), whereas the availability of additional 
supplies was noted by the smallest share, as shown in Figure 2.

Fig. 2. Perceived Job Benefits Among NH/ALF Nurse Aides 
(Miller et al., 2024)

In parallel, a retrospective study across 28 obstetric-ICU 
departments showed that where trained assistants were 
added to staff, patient falls declined and overall adverse 
outcomes decreased without increasing the unit’s budget 
(Twigg et al., 2016). Thus, deficits in CNA preparation for high-
intensity zones not only undermine their confidence but also 
affect objective safety indicators, and can be addressed only 
through targeted competency building based on mentorship, 
simulation sessions, and adaptive knowledge assessment.

Moving from documenting the gap between declared and 
actually available competencies—discussed earlier—to 
finding ways to close it, ICU practitioners inevitably face two 

related yet logically distinct approaches to staff adaptation. 
The first is the classic novice–preceptor dyad, in which an 
experienced professional provides not only technical guidance 
but also social navigation through the unit’s unwritten 
rules. The concept seems almost intuitive, yet its effect is 
empirically substantiated: in a quasi-experimental study 
at a Taipei hospital, implementing a formal preceptorship 
program led to a 46.5% reduction in annual turnover among 
novices, was accompanied by savings exceeding USD 186,000 
in direct costs, and simultaneously reduced the frequency 
of medication errors from 50% to zero (Lee et al., 2009). A 
Korean study clarifies the psychological mechanism of this 
success: the quality of the exchange relationship with the 
preceptor statistically mediates the link between burnout 
and intention to leave, increasing the likelihood of retention 
even under high workload (Kim & Yang, 2023). Translated 
into ICU practice—where each staff replacement entails the 
loss of costly expertise—one can argue that a well-prepared 
mentor becomes a kind of shock absorber for peak shift 
stress.

An alternative, more structurally systemic vector is the 
tiered competency model, in which progression is measured 
not by weeks worked but by a verified skill set ordered from 
simple to complex. A pilot introduction of this approach in 
a North American acute-care hospital showed that all seven 
participants reached the required proficiency level without 
extending the adaptation period, and none left the unit in 
the first year; a secondary effect was saving preceptors’ 
time and reducing the institution’s uncovered training costs 
(Reno & Ward-Smith, 2022). A mastery-as-demonstrated 
model reduces cognitive noise: the novice knows exactly 
which skills lead to the next tier, while the mentor receives 
a transparent checklist for evaluation. Positive participant 
feedback and financial benefits for the clinic resonate with 
international review data linking integrated tiered programs 
to a twofold reduction in the likelihood of early resignation 
within the first twelve months (Jönsson et al., 2021).

While different in architecture, both models converge on 
the essential point: they shift adaptation from a haphazard 
sink or swim paradigm to a governed, measurable, and 
emotionally supported trajectory. In the ICU—where each 
delay in administering vasoactive agents or each missed 
pressure-injury turn may prove critical—such structuring 
does not merely reduce turnover statistics; it effectively 
translates into lives saved.

Carrying forward the logic of progressively more complex 
mentorship formats, many ICUs have moved from one-to-one 
models to team-based mentorship. In this newer model, a 
seasoned nurse and trained assistant form a paired dyad that 
supervises several novices. This tandem dissolves mutual 
barriers because while the registered nurse receives support 
in carrying out routine tasks, the assistant internalizes the 
unit’s tacit rules much faster by observing clinical reasoning 
being conducted by senior colleagues as it happens. In a 
Carolina clinic where such a scheme was implemented 
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across four beds, annual assistant retention rose from sixty-
nine to eighty-eight percent, while reported satisfaction with 
inter-tier communication increased by a quarter (Pischel 
& Hercher, 2024). A reflective survey within the ReSPeCT 
program further showed that the very practice of mentorship 
raises the likelihood of staying in the profession for six out of 
ten mentees and boosts their confidence in interacting with 
critical patients—especially when mentoring relationships 
last longer than a year (Rinaldo et al., 2022). Moreover, the 
share of respondents rating mentorship as quite/very useful 
for transitioning to RN practice systematically increases 
from 48.7% at <6 months to 100% at >2 years, with 
negative assessments virtually disappearing with longer 
accompaniment, as depicted in Figure 3.

Fig. 3. Perceived Impact of Mentorship on Transition to RN 
Practice (Rinaldo et al., 2022)

To move beyond at-the-bedside experience transfer, 
more institutions are integrating simulation-oriented 
onboarding. Accurate scenarios of circulation during 
septic shock or emergency turn of a patient on ECMO are 
possible to safely practice rare but important algorithms: 
Knowledge and practical skills increase between 20-50% 
in trainees compared to traditional instruction, and average 
improvement in quality of CPR compressions is as high as 
forty-six percent (Alharbi et al., 2024).

Completing the triad of tools is assessment-driven learning, 
in which each staff member takes an electronic test before the 
practicum that shapes a personalized educational trajectory. 
Launched in 2024, the American Association of Critical-
Care Nurses’ knowledge-assessment tool automatically 
identifies gaps across ten key domains, after which the 
system assigns only those modules truly needed by a given 
learner; according to clinical preceptors, this frees up to 
sixty hours of in-person time and increases the objectivity 
of progress monitoring (Viejo, 2024). Taken together, team-
based mentorship, simulation-based learning, and adaptive 
curricular correction form a mutually reinforcing system 
that not only closes identified deficits but also dynamically 
reallocates educational resources toward areas of significant 
patient risk. The approach incorporates simulation-based 
learning, structured mentorship, and competency-based 

evaluation — strategies that have been shown in similar 
programs to reduce training time by up to 20%, improve 
skills retention by 30%, and increase staff retention rates by 
15–25% within the first year.

Once mentorship models are defined, they must be 
thoughtfully populated, and here a competency framework 
comes to the fore. Eight to ten anchor skills form a kind of 
warp and weft for the program: safe mobilization of deeply 
sedated patients; meticulous fluid-balance tracking; early 
recognition of covert hypoperfusion; skin care beneath 
exudative dressings; assistance during large-vessel 
catheterization; maintaining sterility of the ventilatory 
circuit; pressure-injury prevention in forced positioning; 
and crisp team communication during critical events. Each 
thread is woven not to snap when confronted with ICU 
unpredictability: the framework unites the simple and the 
complex, the material act and the clinical judgment, turning a 
helper who does things into a professional who understands 
why this action is the right one.

Knowledge, however, does not readily stick if watered only 
with dry theory, so training unfolds in layers. First come 
short-distance learning modules one can complete at home 
over a cup of tea; then simulation sessions with a manikin 
whose pulse responds to every error; followed by an exacting 
debrief, where the mentor—like a guide through strange ice 
caverns—highlights dangerous ledges and hidden cracks. 
This rotation of formats keeps the brain from dozing off and, 
crucially, binds abstract rules to muscle memory: the hands 
recall what the head might betray.

To keep the connective tissue between roles from fraying, 
assistants are involved in bedside rounds. Detailed 
discussion of the here and now care plan deepens their sense 
of belonging, expands their view from a narrow patch to the 
whole patient canvas, and fosters trust: when a physician 
explains in front of the team why the head of the bed should 
be raised another fifteen degrees, the novice internalizes the 
logic of clinical decisions again and again.

The mentor, in turn, is equipped with a roadmap. This is not 
a dry protocol but a living itinerary in which each week is 
marked by checkpoints: which skills to verify, which questions 
to pose, and what feedback to provide throughout the day. 
Checklists here function as tuning forks—the ensemble 
holds pitch even amid the din of tasks. They conserve the 
mentor’s cognitive energy and spare the novice the sensation 
of trudging through a bog without signposts.

It is easy to lose that individual in the midst of the technicalities, 
but mental fatigue is caused not just by arduous shifts but by 
isolation. Peer-support programs, a decompression huddle 
after an event has gone badly, and quiet rooms in which to 
quite literally exhale- all work as an inside job against the 
adrenaline haze. By growing such care, the unit turns training 
into a broader ecosystem wherein professional musculature 
and emotional heart grow together; competence no longer 
detaches from resilience, and resilience sustains the desire 
to keep learning.
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Conclusion
The evidence presented shows that in the context of rising 
demand for critical-care bed-days and systemic staffing 
shortages, traditional, formal programs of basic CNA 
preparation no longer meet ICU requirements: existing 
minimum hours of theory and practice do not cover the skill 
set needed for safe work in high-complexity zones, thereby 
increasing the cognitive and emotional burden on both junior 
personnel and registered nurses. In the meantime, analysis 
shows that deliberate redistribution of work through well-
prepared CNAs (Certified Nursing Assistants) strongly 
mentored does more than replace the hands missing but fills 
in and transforms the organizational care matrix—shifting 
the routine operations to those trained and confident in their 
actions, thereby freeing higher levels for complex clinical 
decisions.

Mentorship and tiered competency programs see their 
lives validated in empirically various models of adaptation: 
formalized preceptorship schemes accompanied by 
drastically reduced annual turnover as well as adjusted 
economic effects. On the other hand, a mastery-as-
demonstrated model achieved skill levels needed without 
lengthening adaptation and reducing load on mentors. 
Moving toward team-based mentorship plus the experienced 
nurse + trained assistant tandem even more amplifies 
these effects, increasing retention while enhancing quality 
of communication across staffing tiers. Therefore, program 
diversity always falls back to one common point: structured, 
measurable, and emotionally supportive entry into practice 
reduces churn while raising the bar on clinical safety.

In practical-educational terms, the most productive approach 
employs the use of three complementary instruments: 
simulation-oriented learning as preparation for rare-
critical cases, adaptive knowledge assessment for trajectory 
support, and unfolding explicit competency frameworks that 
make a basket of unrelated activities coalesce into a portfolio 
of skills with known criteria for assessment. It is these 
components that better facilitate the acquisition of practical 
abilities, whether evidenced in gains over traditional 
instruction and in improved CPR and other intervention 
metrics, or optimization of mentor time and educational 
resources through redirection of effort to where patient risk 
is greatest.

In the absence of mental health support and formal avenues for 
emotional ventilation, technical competence becomes totally 
inadequate. Peer-support programs, reflective sessions that 
are undertaken regularly, and structured mentor roadmaps 
would enable and ensure the preservation of professional 
potential with an appetite for learning in the long term. In 
sum, to break the shortage — overload — attrition vicious 
circle, that is what makes up a straightforward pragmatic 
conclusion: ICUs need to implement coordinated multi-
level CNA development strategies based on mentorship, 
simulations, adaptive assessment, and staff well-being-

because only such a holistic learning ecosystem can 
convert short-term educational investments into sustained 
improvements in patient safety and workforce stability.
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